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The long shadow of work—does time since labour market exit
affect the association between socioeconomic position and
health in a post-working population
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Objective: To test the effect of time since labour market exit (LME) on associations between socioeconomic
position (SEP) and self-rated health.
Methods: Retirees from the English Longitudinal Study of Ageing (ELSA) were divided into three groups on the
basis of the length of time since LME. Seven different indicators of SEP were identified: socioeconomic class,
income, wealth, education, tenure, area deprivation and subjective social status. Unadjusted and mutually
adjusted logistic regression analyses were performed with poor self-rated health as the outcome. The sample
consisted of 2617 men (mean (SD) age 71.69 (7.04) years) and 2619 women (71.29 (8.26) years).
Results: In the unadjusted analyses, patterns of association between SEP measures and health were similar for
men and women. Most SEP measures were associated with poor health, although the effects were attenuated
by time since LME. In the mutually adjusted analyses, wealth was found to have a strong independent effect on
health among men, especially in those groups that left the labour market (20 years ago,while for women
subjective social status seemed to have the most important effect on health after LME.
Conclusions: Time since LME is an important factor to consider when studying health inequalities in a post-
working population. The effect of time since LME varies according to gender and the measures of SEP used.
Further work in this area should take account of age, period and cohort effects using multiple measures of SEP
and more refined measures of LME.

P
opulation ageing is now a global phenomenon.1 2 The
proportion of the population aged >60 years in the UK has
risen from 10% in 1950 to 17% today. Ensuring a healthy

old age has become a principal policy goal for government3 and
a major concern for most people.4 Although rates of reported
disability and chronic illness in the older population in the UK
and the USA have fallen or have at least remained stable since
the 1980s,5–7 inequalities in health are evident, even at very old
ages.8 In this context, understanding variations in health in
later life is an increasingly important area of research. Some
studies have demonstrated a convergence in the health of those
from different socioeconomic positions in older age.9–12 This is
commonly explained as the result of mortality selection or
survivor effects. Conversely, there is evidence which suggests
that socioeconomic inequalities in mortality13 14 and morbid-
ity15–21 persist well into older ages.

The utility of measures of socioeconomic position (SEP) used
with working age populations for studying health inequalities
among retirees has been questioned.22 23 O’Reilly24 compared the
effects of three measures of area deprivation on the mortality
rates of those aged ,75 years and those aged .75 years in
Northern Ireland. Strong associations were found between all
three indices of deprivation and mortality among those aged
,75 years. However, the relationships were weaker among
those aged .75 years. He suggests that this is because many of
the items that form these indices are problematic for this older
age group. For example, lack of car ownership may reflect an
inability or lack of desire to drive rather than poverty. Although
this study is instructive in highlighting the difficulties in using
established SEP measures in an older population, all three
measures are taken at the ecological level and thus do not allow
us to make conclusions about the importance or otherwise of
individual SEP measures for health in later life. Data from the
Retirement and Retirement Plans Survey in Great Britain were

used to examine relationships between seven different mea-
sures of SEP and health for those aged 55–69 years.25 Although
all indicators were found to be associated with health,
combining either education or occupational class with a
measure of area deprivation resulted in the clearest patterning
of health inequalities. This accords with work done elsewhere
on the importance of using multiple measures of SEP to explore
health inequalities in general26 and in later life in particular.27–29

However, these results are problematic as the sample included
those in the labour market and also those who have left the
labour market. Thus, there might be problems when comparing
the effects between someone who is still working and someone
who left the work a decade ago.

There has been comparatively little research on the relation-
ship between SEP, length of retirement and health. The
increasingly differentiated experience of retirement makes this
a significant lacuna in our understanding of later life. During
the 1980s and 1990s, there was a trend towards early labour
market exit (LME), most notably among men, throughout
many European countries.30–32 In the UK, the average age of
LME, for men fell from 67.2 years in 1950 to 62.7 years in
1995.33 Not only are men leaving the labour market earlier but
the means by which they are leaving have also become more
varied.34 35 This is potentially important as different pathways of
LME have been shown to be associated with different risks of
poor health in retirement.36–38 The situation for older women is
somewhat different from their male counterparts.39 Although
some studies have shown that childless women are exiting the
workforce at earlier ages than in the past,40 41 female labour
market participation in later life has increased in many West
European countries and North America. However, this is a

Abbreviations: ELSA, English Longitudinal Study of Ageing; IMD, Index of
Multiple Deprivation; LME, labour market exit; SEP, socioeconomic position
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complex process involving many subtle transitions from the
informal to the formal labour market.42

In this paper, we examine the relationship between SEP, time
since LME and self-rated general health in a sample of English
retirees. The advantages of this study over previous ones are
that we have excluded those who are no longer in the labour
market, thus removing the problem of potentially different
meanings of occupational class for those working, and those no
longer working and that we have been able to test the effects of
both individual- and area level measures of SEP. Given the
different historical relationships with the labour market for
men and women, the different ages at which men and women
become eligible for the state pension in the UK and the
different rates of early LME, we decided to perform the analyses
separately for the sexes. We hypothesise that all measures of
SEP would be independently related to self-rated general
health, but that time since LME would reduce the effect of
occupation-based indicators of SEP on self-reported general
health.

METHODS
The study
The data are taken from the initial version of the archived
dataset of the English Longitudinal Study of Ageing (ELSA).
This was accessed through the Economic and Social Data
Service. ELSA is a representative sample of people aged
>50 years living in England. It was drawn from 3 years of
the Health Survey for England. Full details of the sample design
and response rates for the Health Survey for England waves
have been reported elsewhere.43–45 The response rate for the first
wave of ELSA was 67%, producing a sample of 11 392 persons.
Full details of the ELSA sample design and the response rates
are available elsewhere.46 For the purpose of this study, those
who identified themselves as retired were included. This left

2617 men, with a mean age of 71.69 (SD 7.04) years and 2619
women, with a mean age of 71.29 (SD 8.26) years.

Independent variables
Time since LME was divided into three groups: ,10 years, 10–
19 years and >20 years. Several different measures of socio-
economic position were identified. Social class was based on
the most recent occupation reported by the respondent, coded
into National Statistics socioeconomic classifications. For the
purpose of these analyses the three group version of the
National Statistics socioeconomic classifications was used.47

Income and non-pension wealth were transformed into
quintiles. Non-pension wealth was calculated as the sum of
all financial wealth, such as savings and investments, physical
wealth, such as land or jewellery and housing wealth, minus
any debt. Educational level was based on the respondent’s
highest reported qualification and recoded into three groups: no
formal qualifications, compulsory education and post-compul-
sory education. Tenure was dichotomised into those who own
their property and those who do not own their property.
Subjective status was measured by asking respondents to place
themselves on a ladder where the top rung represented those
with the highest status in society and the bottom rung
represented those with the lowest status in society. The
measure has been shown to be associated with several health
outcomes in studies with working age populations,48 but has
not been used among a post-working population. For the
purpose of these analyses, the scale was split into tertiles. Area-
level socioeconomic circumstances were measured using the
Index of Multiple Deprivat̀ion (IMD).49 These scores were then
transformed into quintiles. Marital status, dichotomised into
those who are either married or cohabiting against those who
are not, was included along with age as potential confounders
in all the models. Table 1 describes the distribution of the
sample in each of the SEP categories and marital status groups.

Dependent variables
Self-reported general health was measured using a 5-point
response option, which asked respondents to rate their health
as excellent, very good, good, fair or poor. This was dichot-
omised into good health, comprising those who reported their
health as excellent, very good or good, and poor health,
comprising fair and poor responses.

Statistical analyses
Initially, logistic regression analyses for the likelihood of
reporting poor health were performed separately for each of
the seven SEP measured under investigation, controlling for
age and marital status. These were performed separately for
each of the LME groups for each sex. Finally, a fully adjusted
model, again controlling for age and marital status, in which all
the SEP measures were entered simultaneously, was run
separately for each of the LME groups for each sex. All analyses
were performed using SPSS V.12.1.

RESULTS
Table 2 shows the odds ratios, adjusted for age and marital
status, for the risk of reporting poor general health for each of
the SEP measures in the three LME groups, for men. In all three
LME groups lower social class is associated with an increased
risk of reporting poorer health. There is a clear inverse gradient
between income and the likelihood of reporting poor health for
those who left work ,10 years ago and those who left 10–
19 years ago. However, these associations are statistically
significant only for the highest quintiles. For all three LME
groups, there is a clear inverse gradient in wealth and the
likelihood of reporting poor health. Although the effects are

Table 1 Distribution of respondents in each of the labour
market exit groups by sex, marital status, social class,
income quintiles, wealth quintiles, area deprivation quintile,
educational qualification, subjective status and tenure

,10 years 10–19 years >20 years

Female 47.68 50.18 67.85
Married or cohabiting 70.34 57.18 42.93
Managerial and professional
occupations

33.81 29.04 23.09

Intermediate occupations 21.01 19.94 24.11
Routine and manual occupations 45.14 50.97 52.80
Lowest income quintile 21.36 24.83 32.66
2nd lowest income quintile 23.42 27.72 28.79
Middle income quintile 20.96 23.83 20.35
2nd highest income quintile 18.78 13.57 11.80
Highest income quintile 13.96 9.47 6.41
Lowest wealth quintile 14.18 22.99 31.03
2nd lowest wealth quintile 16.90 21.83 19.23
Middle wealth quintile 20.56 19.78 18.72
2nd highest wealth quintile 23.06 19.04 16.99
Highest wealth quintile 23.77 15.78 14.04
Least deprived area 24.17 21.67 17.29
2nd least deprived area 24.04 21.15 22.99
Median deprived area 21.01 20.73 21.06
2nd most deprived area 17.48 19.94 19.23
Most deprived area 13.20 16.52 19.43
No formal education 41.61 52.60 61.65
Compulsory education 19.89 17.89 14.34
Post-compulsory education 29.44 19.15 14.34
Lowest status 9.55 11.10 12.51
Middle status 66.73 65.12 58.70
Highest status 15.21 10.47 7.93
Not an owner occupier 27.65 30.98 38.35
Base 2202 2199 935
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somewhat weaker in the older LME group, those in the highest
wealth quintile are still 70% less likely to report poor health
than those in the lowest wealth quintile. There is some evidence
of a gradient in area deprivation and of the likelihood of
reporting poor health in all LME groups. For example, among
those who left the labour market between 10 and 19 years ago,
those in the median IMD quintile are 1.7 times more likely to
report poor health as those in the least deprived areas, whereas
those in the second most and most deprived areas are,
respectively, 2.3 times and 2.9 times more likely. Similarly,
higher educational attainment is significantly associated with a
reduced likelihood of reporting poor health for all three LME
groups. However, the gradient between both these SEP
measures and health is slightly less clear among those who
left the labour market >20 years ago. Subjective social status is
associated with poorer health among those who left the labour
market ,10 years ago and among those who left between 10
and 19 years ago but not among those who left the labour
market >20 years ago. Finally, tenure is associated with health
in all three LME groups, with non-owner occupiers at an
increased risk of reporting poor health. However, unlike other
SEP measures, this association seems to be strongest among
those who have been out of the labour market for longest
periods.

Table 3 shows the results of the same analyses for women.
The pattern of associations is broadly similar to that of men.
Social class, wealth, area level deprivation, educational attain-
ment, subjective status and tenure are all associated with poor
health in all three LME groups, with those in the least
advantaged positions more likely to report poorer health.
Similarly, the strength of some of these associations, such as
IMD in particular, is somewhat attenuated with time since
LME. The main difference in these analyses, compared with

those for men, is that although income shows a clear inverse
gradient among those who left the labour market ,10 years
ago, there are no statistically significant associations between
income and poor health for the other two LME groups.
Conversely, unlike men, social status continues to be statisti-
cally significantly associated with poor health among those
who left the labour market >20 years ago.

Table 4 shows the results of the mutually adjusted analyses
for all three LME groups for men. As can be seen, although the
pattern of associations is quite similar to that of the unadjusted
results, most of the associations are no longer statistically
significant. The exception is wealth, which retains an indepen-
dent association even after controlling for all the other SEP
measures. In addition, educational qualifications has a strong
independent association among those who left the labour
market ,10 years ago and also among those who left between
10 and 19 years ago.

Table 5 shows the results of the mutually adjusted analyses
for all three LME groups for women. Here, the pattern of
associations is somewhat different than that for men..
Although having been employed in routine or manual occupa-
tions and living in the most deprived area are both associated
with an increased likelihood of reporting poor health for
women who left work ,10 years ago subjective social status
seems to be the most important SEP measure for all three LME
groups as it retains an independent effect. Interestingly, and in
contradistinction to the marital status and age only analyses,
income is statistically significantly associated with poor health
among those who had been out of the labour market for the
longest periods. Counterintuitively, those in the second lowest
and middle income quintiles have a greater likelihood of
reporting poor health compared with those in the lowest
income quintile.

Table 2 OR and 95% CI for reporting poor general health for men

,10 years 10–19 years >20 years

OR 95% CI OR 95% CI OR 95% CI

Managerial and professional 1 – 1 – 1 –
Intermediate 1.96 1.32 to2.91 1.45 0.93 to 2.26 2.24 1.05 to 4.79
Routine and manual 2.11 1.54 to 2.89 2.04 1.52 to 2.75 2.25 1.35 to 3.77

Lowest income quintile 1 – 1 – 1 –
2nd lowest income quintile 1.10 0.74 to 1.64 1.02 0.70 to 1.49 1.37 0.77 to 2.46
Middle income quintile 0.96 0.64 to 1.44 0.85 0.58 to 1.27 1.59 0.82 to 3.06
2nd highest income quintile 0.84 0.55 to 1.30 0.62 0.38 to 0.99 0.80 0.37 to 1.72
Highest income quintile 0.39 0.23 to 0.67 0.60 0.36 to 0.98 0.29 0.09 to 0.94

Lowest wealth quintile 1 – 1 – 1 –
2nd lowest wealth quintile 0.69 0.45 to 1.08 0.63 0.43 to 0.94 0.60 0.32 to 1.14
Middle wealth quintile 0.43 0.27 to 0.67 0.47 0.31 to 0.71 0.32 0.17 to 0.63
2nd highest wealth quintile 0.34 0.22 to 0.52 0.34 (0.22 to 0.52) 0.29 0.14 to 0.61
Highest wealth quintile 0.24 0.15 to 0.38 0.30 0.19 to 0.48 0.29 0.13 to 0.63

Least deprived area 1 – 1 – 1 –
2nd least deprived area 1.42 0.94 to 2.15 1.38 0.90 to 2.12 1.01 0.49 to 2.08
Median deprived area 1.20 0.78 to 1.86 1.77 1.16 to 2.70 1.27 0.59 to 2.74
2nd most deprived area 2.09 1.35 to 3.22 2.35 1.54 to 3.57 2.48 1.12 to 5.50
Most deprived area 3.47 2.21 to 5.45 2.90 1.85 to 4.56 2.15 0.98 to 4.73

No formal education 1 – 1 – 1 –
Compulsory education 0.41 0.28 to 0.60 0.49 0.35 to 0.69 0.70 0.39 to 1.25
Post-compulsory education 0.37 0.27 to 0.52 0.46 0.32 to 0.65 0.39 0.20 to 0.76

Low status 1 – 1 – 1 –
Middle status 0.55 0.36 to 0.83 0.55 0.37 to 0.83 1.36 0.68 to 2.74
Highest status 0.23 0.13 to 0.41 0.32 0.19 to 0.56 0.46 0.17 to 1.22

Owner occupier 1 – 1 – 1 –
Non-owner occupier 2.06 1.55 to 2.75 1.84 1.38 to 2.46 2.36 1.45 to 3.84

All analyses are adjusted for age and marital status. Figures in bold are significant at the p,0.5 level.
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Table 3 OR and 95% CI for reporting poor general health for women

.10 years 10–19 years >20 years

OR 95% CI OR 95% CI OR 95% CI

Managerial and professional 1 – 1 – 1 –
Intermediate 1.01 0.62 to 1.65 0.98 0.65 to 1.48 1.09 0.66 to 1.79
Routine and manual 2.70 1.83 to 3.99 1.69 1.19 to 2.42 1.89 1.21 to 2.95

Lowest income quintile 1 – 1 – 1 –
2nd lowest income quintile 0.78 0.52 to 1.16 0.90 0.62 to 1.30 1.52 1.02 to 2.27
Middle income quintile 0.55 0.35 to 0.87 1.39 0.95 to 2.02 1.62 (1.05 to 2.51)
2nd highest income quintile 0.39 0.24 to 0.65 0.80 0.50 to 1.27 0.86 (0.49 to 1.54)
Highest income quintile 0.39 0.22 to 0.69 0.61 0.33 to 1.14 0.58 0.26 to 1.28

Lowest wealth quintile 1 – 1 – 1 –
2nd lowest wealth quintile 0.93 0.58 to 1.50 0.81 0.54 to 1.21 1.13 0.72 to 1.80
Middle wealth quintile 0.72 0.45 to 1.15 0.56 0.37 to 0.83 0.64 0.40 to 1.01
2nd highest wealth quintile 0.46 0.28 to 0.75 0.42 0.27 to 0.64 0.30 0.18 to 0.50
Highest wealth quintile 0.25 0.15 to 0.44 0.37 0.23 to 0.60 0.37 0.22 to 0.64

Least deprived area 1 – 1 – 1 –
2nd least deprived area 1.70 1.06 to 2.74 1.28 0.82 to 1.97 0.69 0.40 to 1.17
Median deprived area 1.74 1.07 to 2.83 1.45 0.94 to 2.23 1.24 0.75 to 2.06
2nd most deprived area 1.71 1.04 to 2.83 1.75 1.12 to 2.72 1.43 (0.86 to 2.40)
Most deprived area 3.30 2.01 to 5.44 2.76 1.77 to 4.31 1.91 1.13 to 3.23

No formal education 1 – 1 – 1 –
Compulsory education 0.43 0.27 to 0.68 0.61 0.39 to 0.95 0.55 0.32 to 0.94
Post-compulsory education 0.39 0.26 to 0.59 0.66 0.44 to 0.98 0.45 0.27 to 0.75

Low status 1 – 1 – 1 –
Middle status 0.30 0.19 to 0.47 0.40 0.26 to 0.62 0.41 0.25 to 0.66
Highest status 0.20 0.10 to 0.38 0.20 0.10 to 0.41 0.49 0.23 to 1.07

Owner occupier 1 – 1 – 1 –
Non-owner occupier 1.65 1.20 to 2.26 1.93 1.45 to 2.58 2.12 1.53 to 2.95

All are analyses adjusted for age and marital status. Figures in bold are significant at the p,0.5 level.

Table 4 OR and 95% CI for reporting poor general health for men

,10 years 10–19 years >20 years

OR 95% CI OR 95% CI OR 95% CI

Managerial and professional 1 – 1 – 1 –
Intermediate 1.44 0.89 to 2.34 1.05 0.60 to 1.82 1.88 0.69 to 5.09
Routine and manual 1.05 0.67 to 1.64 1.23 0.80 to 1.88 0.86 0.39 to 1.92

Lowest income quintile 1 – 1 – 1 –
2nd lowest income quintile 1.13 0.70 to 1.81 1.05 0.67 to 1.63 1.13 0.53 to 2.40
Middle income quintile 1.17 0.72 to 1.89 1.11 0.69 to 1.77 1.51 0.65 to 3.52
2nd highest income quintile 1.31 0.77 to 2.23 0.99 0.54 to 1.81 1.23 0.45 to 3.39
Highest income quintile 0.79 0.40 to 1.54 1.41 0.73 to 2.72 0.53 0.11 to 2.44

Lowest wealth quintile 1 – 1 – 1 –
2nd lowest wealth quintile 0.63 0.36 to 1.10 0.61 0.35 to 1.05 0.53 0.18 to 1.57
Middle wealth quintile 0.53 0.29 to 0.98 0.55 0.30 to 1.03 0.33 0.10 to 1.11
2nd highest wealth quintile 0.52 0.27 to 0.99 0.45 0.23 to 0.89 0.21 0.05 to 0.81
Highest wealth quintile 0.45 0.22 to 0.92 0.39 (0.18 to 0.82) 0.44 0.10 to 1.85

Least deprived area
2nd least deprived area 1.31 0.81 to 2.12 1.26 0.77 to 2.04 0.77 0.29 to 2.06
Median deprived area 0.95 0.57 to 1.59 1.15 0.69 to 1.91 1.06 0.40 to 2.80
2nd most deprived area 1.51 0.89 to 2.56 1.44 0.86 to 2.43 1.97 0.70 to 5.54
Most deprived area 1.69 0.93 to 3.06 1.48 0.83 to 2.63 1.29 0.44 to 3.77

No formal education 1 – 1 – 1 –
Compulsory education 0.52 0.34 to 0.79 0.60 0.40 to 0.88 0.86 0.42 to 1.78
Post-compulsory education 0.60 0.39 to 0.93 0.77 0.48 to 1.25 0.92 0.37 to 2.28

Low status 1 – 1 – 1 –
Middle status 0.93 0.58 to 1.49 0.76 0.48 to 1.20 1.87 0.82 to 4.27
Highest status 0.54 0.27 to 1.05 0.59 0.31 to 1.10 0.84 0.25 to 2.81

Owner occupier 1 – 1 – 1 –
Non-owner occupier 1.27 0.84 to 1.91 0.90 0.56 to 1.44 0.85 0.31 to 2.35

All analyses are mutually adjusted and controlled for age and marital status. Figures in bold are significant at the p,0.5 level.
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DISCUSSION
The results of the marital status and age only adjusted analyses
partially support our hypothesis that time since LME affects the
strength of association between SEP measures developed for
use among working age populations and for self-reported
general health. These results support the conclusion from other
studies that relying on measures of social stratification based
on those in the labour market for investigating inequalities in
health among post-working populations can be problematic24 25

and that multiple SEP measures are preferable.26 However, the
results of the mutually adjusted analyses do not confirm our
hypothesis that all SEP measures would have an independent
association with self-reported health. It is quite clear that for
men wealth is the most important factor for health while for
women it is social status. There are three potential explanations
for these findings worth considering: survivor effect, the nature
of work and the historical experience of labour market
attachment. Firstly, it would be impossible to neglect the
possibility that the lack of any effect of occupation-based SEP,
for men especially, is partly explained by the differential
survival of occupational groups for these cohorts. Despite
overall improvements in life, those from lower occupational
socioeconomic classes still have lower life expectancy.13 Thus, if
those from lower socioeconomic occupational groups died
before LME or shortly after LME and were therefore not
included in the sample, any effect of occupational class would
be lost. Such selection or attrition effects are a serious concern
for longitudinal research.50 Another potential source of error
could arise from the use of the respondent’s most recent job as
a basis for socioeconomic classification. It has been argued that
older workers might move into or might be moved into lower
status jobs when they are approaching LME. If this is so, then
we would expect to see a narrowing of the distribution of

socioeconomic class that would lead to an underestimation of
the effect of occupation on health after LME. However, the
figures in table 1 clearly show that those from lower
occupational groups are well represented in our sample, even
among those who have been out of the labour market for
longest periods.

Thus, these findings may reveal something about the nature
of work and work-related risks for health that are no longer
present following LME. Research has shown that those in the
lower occupational groups are subjected to the most adverse
working conditions.51 52 The lack of an effect of social class on
health among those out of the labour market may be due to the
elimination of these work-based risks to health. The indepen-
dent association of wealth with poor health for men accords
with other work that has shown the importance of wealth, over
income, for assessing SEP in later life.53 The importance of
wealth for health can perhaps be best understood if one
considers wealth to be an expression of the accumulation of life
time earnings, which, in turn, are related to occupational
position. In addition, it is plausible that, as the measure of
wealth used in these analyses contains housing wealth, it also
accounts for the effect of tenure. The independent association
of education attainment suggests that there are other earlier life
course factors that continue to be important much later in life.
Again, this accords with much of the life course research on
health inequalities.54 Thus, we may conclude that, for men,
work indirectly casts its shadow on later life, but education
casts a longer shadow still.

The results of the mutually adjusted analyses for women are
in line with other studies that have proposed that status
differences form the basis for the biopsychosocial mechanisms
that lead to inequalities in health.48 55–57 However, our findings
are somewhat at odds with those from a sample of individuals

Table 5 OR and 95% CI for reporting poor general health for women

.10 years 10–19 years >20 years

OR 95% CI OR 95% CI OR 95% CI

Managerial and professional 1 – 1 – 1 –
Intermediate 0.89 0.47 to 1.68 0.83 0.46 to 1.51 1.11 0.54 to 2.30
Routine and manual 1.84 1.03 to 3.30 1.32 0.76 to 2.30 1.16 0.58 to 2.35

Lowest income quintile 1 – 1 – 1 –
2nd lowest income quintile 0.74 0.46 to 1.21 1.28 0.82 to 2.02 1.86 1.12 to 3.10
Middle income quintile 0.66 0.37 to 1.16 1.59 0.98 to 2.59 2.06 1.17 to 3.65
2nd highest income quintile 0.66 0.36 to 1.22 1.36 0.73 to 2.57 1.44 0.69 to 2.99
Highest income quintile 0.88 0.42 to 1.82 1.18 0.49 to 2.84 1.10 0.41 to 2.99

Lowest wealth quintile 1 – 1 – 1 –
2nd lowest wealth quintile 1.28 0.68 to 2.40 0.93 0.52 to 1.67 1.55 0.78 to 3.09
Middle wealth quintile 1.26 0.64 to 2.49 0.77 0.39 to 1.50 1.01 0.46 to 2.24
2nd highest wealth quintile 1.18 0.56 to 2.49 0.63 0.31 to 1.30 0.58 0.24 to 1.40
Highest wealth quintile 0.61 0.26 to 1.46 0.57 0.24 to 1.34 0.70 0.28 to 1.75

Least deprived area 1 – 1 – 1 –
2nd least deprived area 1.58 0.88 to 2.84 1.22 0.70 to 2.13 0.61 0.30 to 1.22
Median deprived area 1.56 0.85 to 2.85 1.33 0.75 to 2.35 0.81 0.41 to 1.58
2nd most deprived area 1.28 0.67 to 2.44 1.20 0.66 to 2.18 0.79 0.38 to 1.62
Most deprived area 2.44 1.26 to 4.73 1.67 0.91 to 3.08 0.77 0.35 to 1.67

No formal education 1 – 1 – 1 –
Compulsory education 0.67 0.39 to 1.17 0.98 0.59 to 1.63 0.61 0.31 to 1.19
Post-compulsory education 0.93 0.51 to 1.70 1.27 0.70 to 2.30 0.60 0.29 to 1.26

Low status 1 – 1 – 1 –
Middle status 0.48 0.29 to 0.82 0.51 0.30 to 0.84 0.56 0.32 to 0.98
Highest status 0.43 0.20 to 0.92 0.28 0.13 to 0.63 0.93 0.39 to 2.23

Owner occupier 1 – 1 – 1 –
Non-owner occupier 1.23 0.76 to 1.99 1.37 0.80 to 2.33 1.42 0.74 to 2.72

All analyses are mutually adjusted and controlled for age and marital status. Figures in bold are significant at the p,0.5 level.
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in work which show no evident sex differences in the effects of
social status on self-reported general health.48 This may be
related to the historical experience of attachment to the labour
market for these cohorts of women. Many women in this age
group, especially among the older age groups, left the labour
market on marriage and did not return. It is therefore plausible
that occupation-based measures are of marginal importance to
groups that have been outside the labour market for long
periods of time. Thus, social status, which is assessed using
multiple dimensions, might provide a more meaningful
measure of exposure to health risks.

Finally, there are a number of limitations to our analysis.
These relate to the reliance on subjective assessments of health
and the SEP measures, and the cross-sectional design of the
original study. The fact that both the dependent and
independent variables that were used in these analyses were
self-reported measures taken at the same point in time raises
the possibility of common method variance in the results. In
addition, any relationships found may be the product of a
common underlying, unmeasured, factor such as negative
affectivity. Although self-rated general health has been shown
to be associated with both morbidity and mortality in a number
of population samples,58 59 it is important to replicate these
findings with other health measures, both self-reported and
objective. A further weakness is that these analyses do not
address the question of the direction of causality in the
relationship between health and SEP. However, the fact that
there are different patterns in the associations between the
different SEP measures and poor health, within and between
the LME groups as well as between the sexes, suggests that our
findings have some merit and are worthy of further investiga-
tion. Hopefully, future longitudinal analyses will be able to
investigate the temporal and causal sequencing of these
processes. Finally, it is important to note the geographical
and cultural specificity of the study. These data are taken from
a population of English retirees, and it is plausible that the
present results that we have found here may not be replicated
in other countries, due to different historical experiences of the
present cohort of retirees, different changes in the labour
markets over the post-war period, and wide differences in the
retirement legislation and replacement rates of state and
occupational pension schemes. Hopefully, the results that we
have presented will stimulate future cross-national research in
this area.

CONCLUSION
The analyses presented here suggest that researchers should
consider utilising a range of measures of SEP when studying
inequalities in later life. Moreover, the effect of time since LME
is an important factor to be accounted in any study of
inequalities in later life. Time since LME may have uneven
effects depending on gender and the measure of SEP being
used. These points may become increasingly salient as later life
becomes more differentiated and successive cohorts enter the

post-working population. Further research is required to look at
the changing forms of inequalities in later life, taking account
of age, period and cohort effects using multiple measures of
SEP and more refined measures of labour market exit.
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